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Figure 2. Odds ratios and 95% confidence intervals by age for black vs. white females,  
by disability type: American Community Survey, 2006
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socioeconomic position explains a majority of black-
white differences in disability.33,42 

A black-white crossover was found for vision/hearing 
impairment for males 85 years of age and for females 
90 years of age. The lack of a black-white crossover 
for FLs, ADL limitations, and memory/learning prob-
lems suggests that the crossover documented in earlier 
decades by previous studies may have been a cohort 
effect. Black people born in the first few decades of the 
20th century had healthier lifestyles, such as a lower 
prevalence of smoking and better nutrition, than their 
white peers.43,44 Based on prospective data from 1986 
to 1994, Corti et al. hypothesized that the black-white 
mortality crossover was primarily due to this healthier 
black cohort.45 Corti and colleagues projected that the 
crossover effect would disappear once the majority of 
this healthier black cohort died. By 2006, few from this 
cohort were still alive. We speculate that this cohort 
effect may explain why the black-white crossover was no 
longer evident for three of the four disabilities in the 
present study. Further work is needed to examine this 
hypothesis. These three types of disability are highly 
correlated with socioeconomic disadvantage, which 

may also explain the persisting disadvantage of black 
people relative to white people for these outcomes.46 
The crossover observed for vision and hearing prob-
lems may be due to racial differences in the incidence 
of cataracts, the leading cause of vision problems 
among the elderly, where there is a much higher 
incidence among white people than black people.47,48 

There was also a more general narrowing of black-
white differences across disability outcomes in older 
age. This finding is consistent with previous evidence 
showing that health inequalities weaken with increas-
ing age, generally after midlife.15,34,41,49 It has been sug-
gested that the narrowing of black-white differences in 
disability later in life may be due to selective survival 
among black people.4,26 Previous findings show two to 
three times higher odds of mortality among disabled vs. 
non-disabled people.42 In the present study, black-white 
differences in rates of disability began to narrow in the 
mid-80s. If there were a strong selective survival effect, 
black-white differences would start to narrow before 
80 years of age, given the convergence of black-white 
mortality differences in the early 70s and a mortality 
crossover as early as 75 years of age.42 

Figure 3. Odds ratios and 95% confidence intervals for vision/hearing impairment for black vs.  
white people aged 65 to >90 years: American Community Survey, 2006
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Additionally, studies show a widening of black-white 
differences in allostatic load, with increasing age 
suggesting an increase, not a decrease, in black-white 
differences in overall physiologic aging.50 Allostatic 
load, the physiologic wear and tear associated with 
repeated adaptational responses to stress, has been 
associated with poorer cognitive and physical func-
tion.51,52 Other work similarly shows that black people 
have longer unhealthy (i.e., inactive) life expectancy 
compared with white people.11–13 Selective survival 
should also be stronger among males than among 
females, given the higher life expectancy of black 
females. This pattern was evident for vision/hearing 
impairments only. Although we were not able to directly 
test selective survival in these data, the pattern of 
association between age and disability for these three 
disability outcomes is inconsistent with the selective 
survival argument. 

Herd has suggested an alternate explanation for the 
shrinking health inequalities apparent after 65 years 
of age. That is, the social safety net provided to older 
adults may result in a decline in health disparities.34 For 
older individuals who have been poor throughout their 
life, older age brings, often for the first time, steady 
access to medical care and a stable income (Supple-
mental Security Income and Social Security payments). 
Retirement from physically demanding blue-collar jobs 
may also lead to health benefits for the poor. Link and 
Phelan call income and education “flexible resources” 
because they can be used to improve living conditions 
and improve health through such factors as better 
access to health care, a better living environment, less 
stress, and more expansive social networks.53 In older 
age, these resources are less flexible. Although retire-
ment income may be higher for some groups, retired 
people are more likely to be on Medicare than private 
insurance, thereby minimizing differences in access to 
care between income groups. The social stress associ-
ated with racial/ethnic minority status may also be 
less impactful in older age, given competing stressors 
associated with aging, such as objective and perceived 
health decline, which may outweigh the stress associ-
ated with racial/ethnic minority status.4,49,54 

Limitations and strengths
Several limitations of the data should be considered 
in interpreting these results. This was a cross-sectional 
analysis. The data did not allow a comparison of rates 
for the same cohort as they aged. Disability rates were 
compared across age groups at one point in time, 
which did not allow a determination of causality or 
distinguishing between age and cohort effects. Without 
prospective data, it is impossible to determine the role 

played by selective mortality. Because mortality rates 
are higher in younger and middle-aged black people 
compared with their white counterparts, black people 
surviving into older age may be more physically robust 
relative to their white peers. 

Also, the ACS contained only self-reports of dis-
ability, which could have resulted in some under- or 
overreporting.35,36,55 Furthermore, if there were racial, 
age, and/or gender differences in either social desir-
ability bias or in the perception of disability, our 
findings may reflect a conflation of these differences 
with true differences in disability in the population. 
Future research using objective measures of disability 
could address this limitation. Another limitation was 
that information was not available about the onset or 
progression of the four types of disabilities, making 
it difficult to assess which is more important for the 
pattern of disparities observed. Finally, information 
was not available on health behaviors, an important 
potential confounder of disability outcomes. 

Despite these factors, the ACS is the largest nation-
ally representative dataset that includes information 
on the disability status of the U.S. population. With 
its large sample and high response rate (97.5%), the 
data are highly powered. The dataset includes both 
community dwellers and people in institutions. Previ-
ous work examining age-related changes in disability 
has used community-dwelling samples only, likely 
resulting in a downward bias in disability estimates. 
Further, we examined four types of disability outcomes, 
thereby expanding previous assessments of black-white 
differences. 

CONCLUSIONS

Taken together, the study findings indicate a need to 
address black-white disparities across a range of disable-
ment outcomes throughout life. Essential planning for 
public health services and health-care spending will 
require accurate assessments of disability across the 
lifespan. Estimates focused solely on older age groups 
may significantly underestimate the impact of disability 
both on population health and on health-care expen-
ditures. Further, estimating black-white differences in 
disability at different life stages will help target planning 
for the most at-risk groups.

 Black people are a vulnerable group for three of 
the four disabilities addressed, starting early in life and 
extending throughout older age. This finding indicates 
a need to examine why black people are particularly 
vulnerable and whether the factors associated with self-
reported disability vary at different life stages.

Childhood health has been shown to have a 
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significant impact on the trajectories of functional limi-
tation in the U.S.32,56,57 The peak in odds of disability for 
both groups in midlife begs the question of whether this 
peak reflects disease onset, disease progression, and/
or issues related to disease management. Longitudinal 
studies will be helpful in this regard. Understanding fac-
tors related to the patterns observed will help identify 
the stage of prevention most likely to have the greatest 
benefit at different life stages. 

Revisiting Fries’ “compression of morbidity hypoth-
esis,” preventive efforts early in the lifespan focused 
on delaying the onset of morbidity may be the most 
impactful, especially given the relation of childhood 
morbidity to health status later in life.58,59 Improving 
vitality for more of life and reducing years of unhealthy 
or disabled life by compressing morbidity into the later 
years via delayed onset of illness may have a significant 
impact on both the individual and society through 
longer years of productive and active life and reduced 
health-care expenditures. Further, identifying factors 
contributing to black-white disparities early in life may 
inform the types of preventive efforts likely to reduce 
and potentially eliminate the gap observed during 
midlife and later in life. As the proportion of racial/
ethnic minority groups in the U.S. continues to grow, 
the elimination of disparities by race becomes increas-
ingly important for indices of overall population health. 

The authors thank Angela Dalton, MSW, and Tobi Baker, MSW, 
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